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Ontario Medical Association 
Undergraduate Medical Instruction: 
A Review of the Revised Curriculum 
The first year of a revised plan of under-
graduate instruction will be underway 
shortly. The changes to the existing curricu-
lum are the result of a review of the merits 
and weaknesses of the plan of instruction 
instituted in September, 1973. These changes 
were made to the curriculum to optimize its 
structure to its needs, bearing in mind the 
goal of keeping with U. W.O.'s overall training 
objectives. The final result was a revised 
curriculum put forth by the Subcommittee 
on Curriculum Review in April , 1981. It is 
my intention to provide a summary of the 
findings and subsequent proposals put 
forward by the Subcommittee. 
An overall evaluation of Western's educa-
tional experience, as assessed by fourth 
year students and interns, revealed general 
satisfaction with the program. It was also 
the general feeling that the compression of 
basic sciences to two rather than three years 
was associated with some difficulties but 
that the value of the fourth year offset this 
disadvantage. At the same time , some 
departments felt that the student's grasp of 
the basic and clinical sciences was not at an 
adequate level of preparation for clerkship. 
Electives were felt to be an important 
feature of Western's curriculum. The emer-
gence of ··compulsory" electives in recent 
years to help cover material was felt to be 
foreign to the concept of electives. In the 
proposals of curriculum alteration, the 
allocation of the unscheduled time was of 
importance in enabling the students to have 
flexibility in pursuing electives. 
One of the major areas of concern which 
emerged through the review was the in-
adequacy of teaching time for several of the 
clinical and basic sciences. To help students 
grasp concepts and assimilate information , 
proposals included increasing the length of 
time over which some courses extended to 
reduce the concentration of material without 
altering the content. Concern was also 
expressed over the appropriateness of 
material to the educational level. The 
integration of basic and clinical sciences 
was felt to be a difficult concept to implement 
and "' interdigitation" of material was pre-
sented as an alternative. The timing of 
courses such as Medicine and Society were 
also a concern in evaluating their perceived 
value to the student. Attention was focused 
on topics either poorly or not presently 
covered. In addition , the review included 
areas such as current teaching methods and 
the clarity of objectives. 
Assessment of these problems and also of 
specific areas of departmental concern were 
undertaken and recommendations followed. 
The solution of the compressed time span 
of the first and second year courses was a 
major goal. Part of the proposal stressed the 
value of course committees and of clinical 
departments in maintaining the quality of 
the learning experience within their own 
courses. 
The outcome of the curriculum review 
was several proposed and accepted changes. 
First of all , there is no overall increase in the 
program's length or hours although some 
time has been redistributed between first 
and second year. The first two years will 
change to a two semester system with the 
addition of a week's break in March. Finals 
will be held in the end of January and May 
with another set before the March break in 
second year. Second year will commence 
after Labour Day. Some courses will run 
longer with a reduction in their hours per 
week. 
Several courses will be revised including 
Integrative Biology, Clinical Methods, and 
Medicine and Society. Some of the former 
Clinical Sciences courses will be transferred 
into I.C.C. Clinical Sciences will no longer 
be part of the curriculum. One of the 
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Subcommittee's recommendations was that 
the I.C.C. course committee look into its 
time allocation for different topics and its 
teaching order and format. In addition , 
I.C.C. will also have mini-tests added to its 
student assessment in order to guide progress. 
Microbiology and Pathology will be revised 
and reorganized to complement concurrent 
I.C.C. material. A short course in Advanced 
Cardiac Life Support has been added to 
second year. 
Changes to the clerkship include dropping 
the three weeks of Laboratory Medicine. 
Two of the weeks will be used to extend the 
student's time in Surgery and the remaining 
week wiU become a March break. Scheduling 
of the various sections will be looked into so 
that, if possible, a student won't be exposed 
to several "heavies" in a row. The Subcom-
mittee of Undergraduate Medical Education 
will be investigating the distribution of the 
fifty-two weeks of clerkship. 
Major alterations to fourth year include 
the loss of a compulsory Family Medicine 
block which will be transformed into a new, 
required block for some of the Medicine 
and Society material as weU as for topics 
which include practice management, medical 
ethics, clinical chemistry, medical history, 
and medical cost effectiveness. As a result, 
the basic science block will be extended but 
will remain in the same relative position in 
fourth year. 
I hope this article has provided an overview 
of the new curriculum of medical instruction. 
More detailed information can be obtained 
from the references listed. 
Anderson , R. J., Letter to the Students, 
June 26, 1981. 
The Undergraduate Medical Education 
Committee, The Final Report and Recom-
mendations, Subcommittee on Curriculum 
Review, April, 1981. 
Faculty of Medicine Calendar, 1981-82. 
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"Medical Elective: Phebe Hospital, Bong County, Liberia, 
West Africa" 
During my fourth year of medical school I 
spent my three-month elective period at a 
hospital in the small West African country 
of Liberia. In all regards, medically, 
socio-culturally and spiritually, I found this 
to be a very rewarding experience. I wish 
to share with you an overview of my 
extemsbip, highlighting some of the areas 
which I feel will be of interest, and possibly 
of some help to those of you intending doing 
overseas elective work. 
Phebe Hospital 
Phebe is the largest hospital serving rural 
Liberia, and is situated approximately three 
hours by car from the coastal capital of 
Monrovia. The drive took me through many 
mud hut villages, rubbertree plantations 
and jungle. This ninety bed hospital is a one 
storey building with three open wards, 
medical/surgical, pediatrics and obstetrics. 
An average of ten patients occupy each 
room and without curtains to separate the 
beds, privacy is at a minimum. In the past 
each patient had a "caretaker," a relative 
who assisted with the care of the patient and 
slept beneath the bed. Due to the massive 
overpopulation of the hospital with relatives, 
however, this practice has largely been 
dropped, with the exception of the pediatrics 
ward. During my stay the hospital was kept 
rather tidy with mops being passed at least 
once a week. 
Phebe's Facilities 
The laboratory provided routine lab results, 
which included, Hgb , Hct, WBC, malarial 
by R. Bruce Edington Meds '81 
mear. stool for ova and parasites and 
urinalysis, quite promptly and accurately. 
Most biochemistry and enzymes took three 
or four days and were quite unreliable. 
Serum electrolytes were rarely asked for. 
Although microbiology was done I found it 
wise to personally deliver the sample and do 
the gram stain myself, to insure against loss 
of the specimen. 
The X -ray department did PA chest views, 
upper Gl's, barium enemas, IVP's and 
skeletal films. Unfortunately the constant 
lack of film limited this mode of investigation. 
The pharmacy was run by several young 
men who had little training. Without a 
qualified pharmacist present, medications 
were disorganized and supplies would often 
run out before a replacement order had 
been filed. Although many modern drugs 
were available, in certain circumstances 
older forms of therapy were substituted. 
For example, the absence of penicillinase 
resistant penicillins necessitated the use of 
erythromycin or chloramphenicol for most 
staph infections (the latter being more 
accessible). Reserpine was commonly used , 
both p.o. for the chronic hypertensive and 
l.M. in crises. (Diuretics and Methyldopa 
were also available.) Of course the chemo-
therapy for tropical infections was a whole 
new ball _game for me. 
The two OR's were well equipped with 
modem adjustable tables, cauterizer and 
one respirator. Most operations were per-
formed under spinal anaesthesia , adminis-
tered by trained nurses. General anaesthesia 
was reserved for head and neck surgery or 
procedures close to the diaphragm. The 
most common operation by far was the 
herniorrhaphy. Hernias presented in the 
most bizarre areas, and in a wide range , 
from the acute strangulated to the chronic 
variety. One fellow had carted around a 
reducible hernia the size of a grapefruit for 
fifteen years. I guess he got fed up one day 
and decided to have it fixed. In actual fact 
this delay in treatment was common and was 
usually due to both embarrassment and 
ignorance of the fact that repair was possible. 
In addition to herniorrhaphies I was first 
assistant in thyroidectomies, bowel surgery , 
drainage of amebic liver abscesses, nephrec-
tomies (nephroma), suprapubic prostatec-
tomies, hysterectomies for gigantic fibroids, 
vesico-vaginal fistula repairs, etc. 
Hospital Personnel 
I was most impressed with the medical staff 
at Phebe. There were two excellent surgeons, 
both of tribal origin, who, with financial 
support from the Lutheran Church, had 
trained in the States. Two recent graduates 
from the Liberian Medical School were 
doing "up-country" work , a Sudanese physi-
cian had recently arrived from another 
hospital , and an East Indian doctor spent 
most of his time in the outlying clinics. The 
staff was divided into two teams, each 
responsible for their morning rounds. An 
interesting case would be presented once a 
week at "sitdown" rounds. 
The practical nurses were graduates of a 
two-year program. In the second year of the 
course a large number of the females 
branched into midwifery , leaving males in 
charge of the medical/surgical and pediatric 
wards. As their title implies they were quite 
competent in practical procedures, but were 
a bit too relaxed in carrying out doctor's 
orders. My rounds were largely spent 
checking to insure that my patients had 
received their medications. It was not unusual 
for a congestive heart failure patient to miss 
several doses of digoxin. I also found that 
the word "emergency" was non-existant in 
the Liberian "dictionary." Life was meant to 
be enjoyed and not rushed. This became 
most frustrating during acute situations. In 
all fairness to the nurses, though , I was most 
impressed with their practical knowledge of 
tropical disease and their ability to handle 
many critical situations without the aid of a 
doctor. I gleaned much valuable knowledge 
from them throughout my stay. 
My Responsibilities 
4 The market place Zor-Zor (small town) 
Before arriving at Phebe I had just finished 
my third-year clerkship. At times during this 
period I felt much like a third class peon, 
Phebe Hospital 
delegated to holding retractors and doing 
··joe" jobs. You can imagine my surprise on 
the first day at Phebe when I was greeted as 
"Dr. Bruce." 
After a short introduction which involved 
following the doctors and nurses around , I 
assumed my role as the junior doctor at the 
hospital. Every morning from 8:()(}12:00 
noon our team made rounds, discussing the 
management of each patient. The Outpatient 
Clinic ran from 1 :()(}6:00 p.m. Although 
patients had actually arrived as early as 6:00 
a.m. they were screened by nurses and 
physician assistants so as to lessen the 
doctor's burden. Every four days I took call , 
handling aJI the cases which came into the 
emergency and caJling the back-up surgeon 
for operative conditions. I admitted and 
followed my own patients in hospital , which 
averaged between twenty and thirty at a 
time , performed some procedures (I & D's. 
IV cutdowns, removal of Oncho nodes, 
D & C's, suturing of wounds, debridement of 
burns and puncture wounds) and was first 
assistant in many operations. Although I 
was given much responsibility , I was for-
tunate in that the other doctors were willing 
to help in the management of difficult 
patients. While at Phebe I saw a wide 
variety of illnesses. Among these were 
meningitis, epilepsy, cerebral malaria hydro-
cephalus, tetanus (neonatal and adult ), polio, 
Burkitt's lymphoma, otitis media, carotid 
aneurysms , hypertension , congestive heart 
failure , pneumonia , asthma, emphysema, 
gastritis, hepatoma, amebic liver abscesses, 
acute pancreatitis. a multitude of intestinal 
infections, PlD, ectopic pregnancy, measles, 
Kwashiorkor/ marasmus, anaemia and lep-
rosy, etc. There was enough there to keep 
me hopping for a few months. The library at 
Phebe was well stocked so there was no 
need for an extra suitcase. 
Life in the Phebe Community 
Life on the hospital grounds was very 
pleasant. I was provided with a small 
bungalow, free of charge , which had all the 
amenities of modern living, hot and cold 
running water, showers, fridge and stove. I 
prepared mainly Liberian meals which 
tended to be cheaper than western food and 
included , ··soup and rice ," plantain, cassava, 
eddoes, sweet potatoes , potato greens, 
beans, bananas, peanuts, pineapple , etc. I 
arrived during the rainy season , which 
generally runs from May until November. 
These daily rains lasted several hours and 
pleasantly cooled the heat of the equatorial 
sun. 
A large missionary population lived on 
the hospital grounds. All were very friendly 
down-to-earth people who welcomed me 
immediately. At least two or three times a 
week they would invite me for a western-style 
meal , a nice break from the usual "soup and 
rice." After work was completed I could 
usually find someone to play a game of 
tennis with on the clay courts. Trips to 
neighbouring villages and farther afield 
were common. 
The majority of missionaries at Phebe 
were of Lutheran background, although 
Methodists, Episcopalian and Roman 
Catholics lived in the surrounding area. 
Chapel was held each morning and there 
were weekly Bible studies. At no time did I 
feel awkward or pressured to participate in 
these functions. However , as a Christian, I 
wished to be involved and thoroughly 
enjoyed my spiritual experience in Liberia. 
The Native Uberian 
My experience with the native Liberian 
was on the whole a very positive one, 
although it was mixed with frustrations. 
The general "laid back" attitude created 
a very easy going atmosphere in which the 
development of friendships could flourish . 
As mentioned earlier , however, this con-
tributed to a lax attitude of their job which I 
thought to be undesirable. 
I found the language barrier to be very 
frustrating. Most natives spoke one of ten 
tribal languages and a bit of bastardized 
English. The latter sounded more like a 
mumbling monotone than words and sen-
tences. Colloquialisms were commonplace 
and had to be learned in order to communi-
cate effectively. A few examples are listed 
below: 
Uberian English 
humbugging or 
pinching 
eyes swimming 
runny stomach 
stomach dry 
with belly 
a risin' 
small-small 
plentyo 
Canadian English 
annoying or 
hurting 
dizziness 
diarrhea 
constipation 
pregnant 
abscess 
anything not large 
anything not 
"small-small" 
Since histories were often impossible to 
elicit, I relied heavily on my physical 
examination. Liberians had little concept of 
body systems other than GI and GU and 
were quite unfamiliar with disease processes, 
except worms. As a result I usually felt that 
my explanation of a patient's illness fell on 
deaf ears. Acquiring a small vocabulary of 
"Liberian English" and a few key tribal 
words is highly recommended. 
Native superstitions were difficult to com-
bat. Many illnesses were attributed to evil 
spirits having entered the body and for this 
reason "country medicine" was attempted 
first . A witch doctor would administer secret 
herbs and leaves, along with white clay 
which was smeared over the patient's body. 
If this was unsuccessful then "white man 
medicine" was tried. Often just as the 
patient was improving his people would 
carry him back to "country medicine." A 
most upsetting experience. 
Many native boys requested that I employ 
them as my houseboy. Although this was 
not mandatory , most Liberians looked 
favourably on their employment. For a 
reasonable wage a houseboy did my laundry 
and cooked my meals. "Roguing" a dwelling 
was not uncommon in Liberia, for it was 
believed that articles of value which moved 
from an owner of wealth to one of lesser 
standing had "walked," with the aid of the 
Spirits, and therefore had not really been 
stolen. Many people asked if I would give 
them my valuable possessions (i.e. , watch , 
camera, tennis shoes and money). I had to 
decide, wisely, which articles I wished to 
give away and to whom. It was quite 
conceivable that I could return home with 
empty suitcases. As it was I had taken 
articles with me which I had planned to give 
away. 
As I have stated earlier my experience at 
Phebe was a most rewarding one and for 
anyone wishing a broad medical , socio-
cultural and spiritual education I would 
highly recommend this elective. 
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Western's Department of Family Medicine 
In 1966, the University , in collaboration 
with St. Joseph's Hospital and the College of 
Family Physicians, started a postgraduate 
training program in family practice , based 
at St. Joseph's. In 1968, the chair of family 
medicine was established: the first in Canada. 
At the same time the Faculty of Medicine 
formed a new Division of Family Medicine. 
This Division, together with the pre-existing 
Division of Epidemiology and Preventive 
Medicine , formed a new Department of 
Community Medicine. In 1972, by mutual 
consent , the two Divisions became inde-
pendentdepartmen~. 
The clinical facilities used by the depart-
ment have grown gradually over the years. 
The St. Joseph's Family Medical Centre 
opened in 1969 under the administration of 
St. Joseph's Hospital. It now has five teaching 
teams, headed by full-time members of the 
department, and is responsible for a practice 
population of 6,900. It has a practice 
manager, a social worker, a laboratory 
technologist, and a public health nurse 
attached from the London and Middlesex 
Health Unit. The Victoria Family Medical 
Centre opened in 1970 under the administra-
tion of Victoria Hospital. It has four teaching 
teams, headed by full-time members of the 
department and is responsible for a practice 
population of 6,000. It has a practice 
manager, a social worker, clinical psycholo-
gist and an attached public health nurse. 
The Southwest Middlesex Health Centre 
opened in 1974 under the administration of 
i~ own Board of Directors. It has two 
teaching teams, with two full-time and one 
part-time members of the department on i~ 
medical staff. It is responsible for a rural 
population of about 4,500. h has a practice 
manager, a dentist, a pharmaciSt, a laboratory 
technologist and an attached public health 
nurse. It also has a small X-ray unit. The 
Byron Family Medical Centre opened in 
1978. It has four teaching teams, headed by 
full-time members of the department, and is 
responsible for a practice population of 
8,000. It has a physiotherapist, a social 
worker and an attached public health nurse. 
A very important factor in the depart-
ment's development has been the existence 
from the very beginning of a strong group of 
part-time members, teaching mainly in their 
own practices. This group has now developed 
into a network of teaching practices which 
covers the whole of Ontario, including the 
north and northwest. 
Guiding Principles of the Department 
The teaching, research and clinical practice 
of the department are based on the following 
principles: 
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Family Medicine can be described as a 
body of knowledge about the problems 
encountered by family physicians•. This is, 
of course, a tautology, but then so are the 
descriptions of all applied subjec~. As in 
other practical disciplines, family medicine's 
body of knowledge includes not only factual 
knowledge but also skills and techniques. 
Members of a clinical discipline are identi-
fiable not so much by what they know as by 
what they do. A surgeon, for example, is 
identifiable more by his skill in diagnosing 
and treating "surgical" diseases than by any 
particular knowledge of anatomy, pathology 
or clinical medicine. What he does is a 
matter of his mental set, his values and 
attitudes, and the principles which govern 
his actions. 
In describing family medicine, therefore , 
it is best to start with the principles which 
govern our actions. None are unique to 
family medicine. Not all family physicians 
exemplify the whole nine. Nevertheless, 
when taken together, they do represent a 
distinctive world view - a system of values 
and an approach to problems - which is 
identifiably different from that of other 
disciplines. 
( 1) The family physician is committed to 
the person, rather than to a particular 
body of knowledge, group of diseases 
or special technique. The commitment 
is open-ended in two senses. First, it is 
not limited by the type of health 
problem. The family physician is avail-
able for any health problem in a person 
of either sex and any age. His practice 
is not even limited to strictly defined 
health problems: the patient defines 
the problem. Second, the commitment 
has no defined end point. It is not 
terminated by cure of an illness, or by 
the end of a course of treatment, or by 
the incurability of an illness. In many 
cases the commitment is made while 
the person is healthy , before any 
problem has developed. These two 
aspects of the family physician's com-
mitment - the primacy he gives to the 
person - are the key to many of the 
skills of family medicine and the source 
of many of the physician's personal 
rewards. After a few years in practice 
he develops an interest in his patien~ 
which transcends the illnesses they 
suffer from. Illnesses which have little 
intrinsic in terest for a clinician become 
interesting because they are exper-
ienced by a person who is known. The 
growing and developing personalities 
of his patien~ provide the context in 
which their illnesses take on a new and 
richer meaning. This aspect of family 
practice is portrayed in books like A 
Fortunate Man by John Berger ( 1967) 
and The Longest Art by Kenneth Lane 
(1969). 
(2) The family physician seeks to understand 
the context of the illness. "To understand 
a thing rightly ," wrote William James, 
"we need to see it both out of its 
environment and in it, and to have 
acquaintance with the whole range of its 
variations". 
Many of the illnesses seen in family 
practice cannot be fully understood 
unless they are seen in their personal , 
family and social context. When a patient 
is admitted to hospital , much of the 
context of his illness is removed or 
obscured. Attention is focused on the 
foreground , rather than the background. 
The result in many cases is a limited 
picture of the illness. 
(3) The family physician sees every contact 
with his patien~ as an opportunity for 
prevention or health education. Since 
the family physician , on the average, 
sees each of his patients about four 
times a year, this is a rich source of 
opportunities for practising preventive 
medicine. 
(4) The family physician views his practice 
as a population at risk. Clinicians think 
normally in terms of single patien~ 
rather than population groups. Family 
physicians have to think in terms of 
both. This means that one of his patien~ 
who has not been immunized , or has not 
has his blood pressure checked, should 
be as much his concern as one who is 
attending for well-baby care or for the 
treatment of hypertension. It implies a 
commitment to maintain health in the 
members of his practice whether or not 
they happen to be attending the office. 
(5) The family physician sees himself as 
part of a community-wide network of 
supportive and health care agencies. All 
communities have a network of social 
suppor~ . official and unofficial, formal 
and informal. The word network sugges~ 
a co-ordinated system. Unfortunately, 
this is often not so. Too often, members 
of the health care and social services-
including the physicians - work in 
watertight compartrnen~ . without any 
grasp of the system as a whole. A family 
•the term family physician is used interchangeably 
with general practi tioner. 
physician can be much more effective if 
he can deploy all the resources of the 
community for the benefit of his patients. 
(6) The family physician shares the same 
habitat as his patients. In recent years 
this has become less true, except in 
rural areas. Even here, the commuting 
doctor has made his appearance. In 
some communities, notably the central 
areas of large cities, doctors have 
virtually disappeared. This has all been 
part of the recent trend towards separa· 
tion of iife and work in large numbers of 
the population. To Wendell Berry (197 ) 
this is the source of many modem ills: 
"If we do not live where we work, and 
when we work," he writes, "we are 
wasting our lives, and our work too". 
To be fully effective, a family physician 
still needs to be a visible presence in the 
neighbourhood. 
(7) The family physician sees patients at 
the office, at home and in the hospital. 
The allocation of time a.nd commitment 
to the three will vary from practice to 
practice. At one time or another, there 
may be a lack of balance between them. 
In orth America at present, home care 
tends to be underemphasized. The main 
point is, however, that the family physi· 
cian follows his patients across these 
boundarie . 
( ) The family physician attaches impor-
tance to the subjective aspects of medi-
cine. For mo t of this century, medicine 
has been dominated by a strictly objec-
tive and positivistic approach to health 
problems. For family physicians, this 
has always had to be reconciled with a 
sensitivity to feelings and an insight into 
relationships. This includes an awareness 
of self: the family physician understands 
that his own values, attitudes and feelings 
are important determinants of how he 
practises medicine. 
(9) The family physician is a manager of 
resources. A a generalist and first· 
contact physician he has control of 
large resources. He is able. within certain 
limits, to control admission to ho pita!, 
use of investigations, prescription of 
treatment and referral to specialists. In 
most parts of the world, resources are 
now limited - sometimes severely 
limited. It is, therefore, the family 
physician's responsibility to manage these 
resources for the maximum benefit of 
his patients. 
The Skills of Famlly Medicine 
Four skills can be described which are 
specific to family medicine: 
(a) The solution of undifferentiated prob-
lems in the context of a continuing per-
sonal relationship with individuals and 
families. 
(b) Preventive skills. The identification of 
risks and early departures from normality 
in patients who are known to the 
physician. 
(c) Therapeutic skills. The use of the 
doctor-patient relationship to maximize 
the effectiveness of all kinds of therapy. 
(d) Resource management skills. The 
deployment of the resources of com-
munity and health care system for the 
benefit of patients. This includes the 
skills of practice management and of 
consultation and referral. 
Educational Philosophy 
We believe that the skills of family practice 
are unique to family practice. They cannot 
be transferred or extrapolated, unmodified, 
from other branches of medicine. The values, 
attitudes and skills of family practice cannot 
be learned vicariously; they can be learned 
only by going through the genuine and 
intense experience of being a family physi-
cian. This principle pervades our whole 
educational program, both undergraduate 
and postgraduate. Our main contribution to 
the undergraduate curriculum is in those 
areas where the student can have a direct 
involvement in the family practice exper-
ience. The central experience of our post· 
graduate program is the twelve months 
which each re ident spends in a Family 
Medical Centre or teaching practice. It is 
this experience which integrates and lends 
meaning to the whole postgraduate program. 
Observers will note two important aspects 
of our teaching centres. First, they are all 
physically separate from the hospital. The 
function of a hospital and a family practice 
are so different that we do not believe that a 
practice can establish its own identity while 
operating from a ite in the hospital. Hospitals 
are devoted to the care of diseases in people 
who are separated from their environment 
when they enter care. Family practices are 
devoted to the continuing health care of 
people in their own natural environments. 
We believe that family medical practices 
hould be situated as nearly as possible to 
the homes of the people they serve. By 
making this physical separation between 
the hospital and the teaching practice, we 
believe that we have made it much easier 
for students and residents to perceive and 
learn the different attitudes and skills 
required by the family physician. This 
important principle could not have been 
applied without the willing co-operation of 
London's teaching hospitals. 
Secondly, all our centres are small: the 
largest family medical centre is a group of 
five physicians. The largest community 
teaching practice is a group of twelve, but 
the average is much smaller than this. One of 
the differences between care in hospital and 
in family practice is that a hospital, by reason 
of its size, cannot avoid being an institution, 
with all that this implies in bureaucratic 
procedures, fragmentation of functions, and 
deper onalization. Only by keeping its units 
small can family practice hope to avoid the 
institutionalization which would defeat the 
main purpose of its existence. 
The Residency Program 
The core program consists of twelve months 
of Family Medicine and twelve months of 
rotations through related special depart· 
ments: Medicine (three months); Obstetrics 
and Gynaecology (three months); and 
Paediatrics, Emergency Medicine, and 
Surgery (one month each). In addition, 
there are three selective months of in-hospital 
medicine in the second year. The twelve-
month family practice experience is divided 
into two six-month blocks, one in each year. 
Twenty-four new graduates are accepted 
into the program each year through the 
Canadian Intern Matching Service. Usually, 
there are approximately 50% U.W.O. gradu· 
ates and 50% from the rest of the country. 
Normally two of these new physicians are 
attached to one of the teams in the Family 
Medical Centres. Together these physicians 
will be responsible for the care of a group of 
the team leader's patients over the next two 
years. The residents are paired so that they 
can exchange places on the team and in the 
hospital, while offering a good measure of 
continuity of care to their patients. A typical 
combination of resident rotations through 
the hospital and his/ her team looks like 
this: 
Resident First Year 
A 
6/ 12 3/12 2/12 1/ 12 
F.M. Med. Obs. Peds 
B J/ 12 2/ 12 1/12 6/12 
Med. Obs. Peds F.M. 
Second Year 
A 6/12 3/12 1/ 12 1/12 1/ 12 F.M. Sel. Sur~ Emerg Obs. 
B 1/ 12 1/ 12 1/ 1 J/12 6/ 12 Surg Emerg Obs. Sel. F.M. 
Close liaison is maintained between the 
Department of Family Medicine and the 
various specialty departments responsible 
for training the family practice residents. 
The purpose of this liaison is to ensure that 
the specialty rotations are appropriate for 
our residents and that the appropriate 
evaluations and feedback are carried out. 
The department receives a high degree of 
co-operation and support from other depart· 
ments in the medical school. 
Teaching and Learning 
The main focus of learning during family 
medicine rotations is at the team level. 
During this time the residents undertake 
patient care with appropriate levels of 
responsibility and support under the super· 
vision of their team heads. In addition, there 
is a seminar program dealing with , among 
other things, Practice Management, A 
Critical Approach to Medical Uterature, 
Pharmaco-therapeutics, the Family, Whole 
Person Medicine, Prevention, and Bio-
medical Ethics. Each Family Medical Centre 
has its own program of in-centre rounds and 
case conferences, for which residents accept 
a major responsibility. The Department 
holds a monthly Grand Round , usually at 
the Busby Room at Victoria Hospital, on 
the second Wednesday of each month at 
8:30 a.m. All interested students, residents, 
and faculty are welcome to attend this 
round. Residents are encouraged to under-
take a program of enrichment in various 
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disciplines allied to Family Medicine during 
their time on the Family Practice Teams. 
These enrichments include such subjects as 
Dermatology, E.N.T., Allergy, Ophthalmol-
ogy, Gynaecology, and Cardiology. 
License and Certification 
Graduates from most medical schools in 
Canada would normally be eligible for fuJI 
license to practice in Ontario following 
completion of the first year of this program. 
Our program is recognized and approved by 
the College of Family Physicians of Canada. 
Graduates who achieve the program objec-
tives in two years are accepted to sit the 
examination for Certification by that College. 
Until this year, it bas been possible to 
become eligible for certification after one 
year of internship and five years in family 
practice. For those who graduate in 19 l 
and after, the only route to certification will 
be a residency program approved by the 
College of Family Physicians. 
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The Master's Degree Program 
With the support of the Kellogg Foundation, 
the department bas offered since 1976 a 
graduate studies program, leading to the 
degree of Master of Clinical Science. The 
program consists of course work , clinical 
and teaching practice, and a thesis based on 
the candidate's original research. It is 
designed for family physicians who plan to 
make a career in academic Family Medicine. 
Of the ten who have completed the program, 
eight have full-time appointments in depart-
ments of Family Medicine. Several family 
physicians who practice in the London area 
are enrolled in the program as part-time 
students. 
I am grateful to Dr. Joseph Morrissy for 
help with the section on the residency 
program. 
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Eligibility for Certification by the College of Family Physicians 
The College of Family Physicians' Certifi-
cation "Cut-off' date of 1980 has evoked 
concern, anxiety, confusion and even hostil-
ity among many medical students, as evi-
denced by a recent position paper prepared 
by The Canadian Federation of Medical 
Students. ' The purpose of this article is 
to attempt to clarify the underlying reasons 
for this decision on the part of the College. 
The reader also is advised to peruse the open 
letter to students by the executive director 
of the College of Family Physicians.2 
The College of Family Physicians of 
Canada (CFPC), originally known as the 
College of General Practice, was formed in 
1954. Its original purpose was to provide an 
organizational structure for the Continuing 
Medical Education needs of general prac-
titioners as well as to improve their diminish-
ing status in the health care system. From its 
inception, the College has concerned itself 
with the quality of training for medical 
graduates entering family practice and, early 
on, began to promote the concept of 
appropriate residency training for the future 
family doctor. Pilot programs were com-
menced at U.W.O. and Calgary in I966,and 
the first Certification Examination was held 
in 1969. Its main purpose was and still is to 
provide a valid terminal assessment of the 
candidate's skills learned in the residency 
program. Since 1969, Departments of Family 
Medicine and Family Medicine Residency 
Programs have been established in all 16 
Canadian Medical Schools and in excess of 
2600 family physicians have achieved Certi-
fication . The College now examines approxi-
mately 500 candidates for Certification on a 
yearly basis. 
The CFPC established the practice eligible 
route to Certification in 1969 as well. This 
mechanism allowed College members who 
had not completed a Residency Program 
through lack of opportunity to become 
Certificated. From the beginning, it was the 
College's stated intention to establish a 
future cut-off date for the practice eligible 
route. Cut-Qff dates were previously proposed 
and rescinded in 1972 and 1976, in recogni-
tion of the fact that not enough Family 
Medicine Residency positions were then 
available to accommodate all graduates 
who might wish to prepare themselves for 
family practice through residency training. 
It was hoped that by 1980 enough residency 
positions would be available to accommodate 
this need and that residency training would 
represent the uniformly accepted method 
of preparation for a career in family practice. 
Although this has not come about for a 
variety of reasons, the College has stood 
firm by its decision for the 1980 cut-off date. 
In other words, the future is now. What is 
the College saying by this decision, you 
might well ask. 
The intent of the 1980 cut-off date 
decision is to emphasize the belief of the 
College of Family Physicians that medical 
students graduating after 1980 and who 
wish to enter family practice should so 
prepare themselves by completing a Resi-
dency Program in Family Medicine. The 
College feels it can no longer tacitly support 
the concept of a graduate preparing himself 
for a career in family practice by a route 
other than a Residency Program in Family 
Medicine. This decision does not mean that 
the graduate is prohibited from entering 
family practice following completion of 
alternate training of his or her own choosing. 
It simply means that he or she will be 
eligible for Certification only after comple-
tion of a Family Medicine Residency 
Program, and will not be eligible after com-
pletion of a period of time in practice , as has 
previously been the case. 
I am aware of a number of misconceptions 
surrounding the meaning of Certification 
and the purpose and authority of the College 
of Family Physicians. I would like to address 
and clarify some of these concerns, if 
possible. At the present time, Certification 
carries with it no special status other than 
the satisfaction of having been assessed as 
performing at a level of excellency by one's 
peers. No fee differential is attached to it 
and, in fact , the cost of sitting the Examina-
tion is approximately $500.00 and escalating. 
Hospital privileges are not dependent on its 
possession in all but a few large city hospitals. 
It is reasonable to believe that teaching 
appointments will be increasingly tied to 
Certification. However, to all intents and 
purposes , it can be stated that as of 1981 and 
for the foreseeable future, a graduate who 
so wishes will continue to have the option to 
enter family practice after completing 
recognized prelicensure training, e.g. a 
rotating internship. 
The College of Family Physicians should 
not be confused with the Ontario Medical 
Association (OMAl or the College of Physi-
cians and Surgeons. The OMA is a voluntary 
organization of Ontario physicians (including 
specialists and family physicians) with a 
largely medico-political purpose. The 
College of Physicians and Surgeons is the 
licensing and disciplinary body for physi-
cians. Although both organizations liaise with 
the CFPC, they function quite independently 
from it. Thus, obtaining a license to prac-
tice. opting in or out of OHIP, etc. is in no 
by J. Biehn, M.D. 
way dependent on achieving Certification 
in the CFPC. 
There is also confusion among students 
between the terms general practitioner and 
family physician. These terms are used 
quite interchangeably by many physicians, 
and are independent of Certification status. 
However, in my view, one who designates 
himself as a family physician implies that he 
is available to consult for all health problems 
by any member of a family. In other words, 
his or her practice does not restrict certain 
age groups or types of medical problems. 
Finally , I would like to offer some advice 
and/ or reassurance to those students contem-
plating a career in family practice and who 
may be confused and uncertain as to what 
to do in regards to becoming eligible for 
Certification. Obviously , those who apply 
for and are accepted into a Family Medicine 
Residency Program have no problems. 
However, concern has been expressed about 
the possibility that a graduate might apply 
for a FM Residency and be unsuccessful. 
The CFPC is very much concerned about 
this potential problem although there is no 
indication that, for 1981 graduates, demand 
for positions has exceeded supply. The 
CFPC is developing a means of identifying 
gr?.iuates whose first choice is a FM 
Residency position, who are properly quali-
fied, and who are not matched to a program. 
Alternate pathways to Certification for such 
graduates are specifically outlined in Dr. 
Rice's letter. 
Those who wish to prepare themselves 
for family practice by alternate routes of 
their own choosing should do so in full 
knowledge that Certification eligibility will 
not be achieved through the previous route 
of practice eligibility. No one is being 
denied their .. rights"' as has .been suggested 
by some. Instead , what now confronts the 
graduate is a clear choice. If it is a graduate's 
choice to prepare for family practice by a 
route other than residency training, Certifi-
cation in Family Medicine will no longer be 
available as a means to validate this training 
and subsequent practice experience. 
Although the concern regarding the '"cut-
off' of the practice eligible route is under-
standable, the rationale for the decision on 
the part of the CFPC can be well defended 
and I hope appreciated. 
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Diets and Gastrointestinal Disorders 
by David A. Lloyd, M.B., F.R.C.P.(C) 
There is a long tradition of putting medicine 
where the trouble is. rubbing on the skin, 
inserting it in an orifice. and ancient laws 
and customs about what may be put in the 
stomach. Patients generally have precon-
ceived ideas about which foods regularly 
cause gastrointestinal symptoms and often 
superimposed beliefs that certain foods 
provide special health benefits. It is 
customary at present to denigrate the 
benefit of diet therapy except when a 
specific effect is desired and therefore 
patients wishing to obtain a diet are disap-
pointed or adopt their own. This paper 
addresses the topic of which diets are useful 
in managing gastrointestinal diseases. 
Diets achieve several ends. They may be 
(I) specific. (2) nonspecific . (3) serve a 
mechanical function or (4) have a sacra-
mental effect. There are only three specific 
diets that can be prescribed : (i) protein 
restriction in hepatic encephalopthy. (ii) gluten-
free for Celiac disease . and (iii) a lactose 
free diet in lactase deficiency. onspecific 
diets. despite the claims made for them. 
hould be used for specific symptomatic pur-
poses only. Whenever diet therapy is 
prescribed. it should provide complete 
nutrition. be realistic and discontinued if 
not achieving the desired effect. Patients 
with ·functional abdominal complaints· will 
often present to the gastroenterologist after 
failing to respond to low roughage-bland-
weight reducing-gall bladder diet! 
The most controversial nonspecific diet 
is the use of bland food in the management 
of peptic ulcer disease . The sequential use 
of Gastric I. II and III diets for gastric ulcers 
has never been hown to reduce acid secre-
tion. prevent ·abrasion· of the ulcer crater. 
promote healing or indeed, prevent recur-
rences. It seems reasonable to eliminate 
gastric secretogogues such as tea. coffee and 
alcohol if the objective of the therapy is 
directed to reducing acid secretion. The 
sensible clinician will also advise the patient 
to avoid foods that will commonly precipi-
tate symptoms from the peptic ulcer. 
When fat absorption is impaired by either 
maldigestion or malabsorption and no 
specific therapy can be directed against the 
defect. eg. the short bowel syndrome fol-
lowing a massive small bowel resection , 
diarrhea will ensue because of the forma-
tion of fatty acids from malabsorbed fat. Fat 
restriction and the addition of medium 
chain triglycerides which are readily absorb-
ed, may reduce the diarrhea and provide 
additional calories. Fat restriction in other 
disorders has no symptomatic or therapeu-
tic benefit. Theoretically. gall bladder 
contraction or pancreatic ecretion may be 
reduced because of less cholecystokinin-
pancreozymin release but there is no 
evidence to support this statement. 
Gastric emptying is dependent to a large 
extent on the consistency of the meal and 
not on the size of the pyloric channel. Thus. 
in the dumping syndrome, it is logical to eat 
dry meals with larger amounts of fat than 
normal (to delay gastric emptying) and less 
carbohydrate to reduce the osmolality of 
the chyme. This hould slow the passage of 
high osmolar liquids into the jejunum and 
reduce the clas ic symptoms of the dump-
ing yndrome. Food allergies are always 
blamed on a variety of nonspecific gastro-
intestinal complaints. Although allergies 
have been demonstrated to a variety of 
proteins. for example. milk. hell fish . nuts 
and red meat. they generally only cause a 
mild metabolic effect. The allergies that 
patients generally complain of are real or 
imagined intolerances to various foods. The 
relation of dietary constituents to flatulence 
is a subject of much anecdotal discussion. 
The only foods that have been clearly 
shown to cause excessive gas production 
are beans (soy or baked) and milk . The nato-
genic effect of beans is probably due to poor 
absorption of the polysaccarides raffinose 
and stachyose. Wheat products may be 
fermented in the colon to yield gas and 
therefore also have to be restricted in a flatu-
lent patient. Dietary exclusion therapy may 
prove to be useful to a patient in working 
out the least flatogenic diet. 
Foods because of their con istency or bulk . 
may have a mechanical effect on the gut. A 
patient with esophageal stricture may have 
to resort to a soft diet. High fibre or low 
·roughage diet" would obviously be contra-
indicated in the presence of a stricture from 
Crohn 's disease or diverticular disease where-
as it would be fashionable in the latter to 
use a high fibre diet in the absence of a 
stricture. Low residue diets are extremely 
difficult to follow because they exclude a 
large number of foods that produce residue , 
eg, milk which is a major source of protein 
and calcium. Generally, a low roughage diet 
is the intention of the pre cribing physician. 
The ·elemental' diets have been intro-
duced to improve the nutritional status of 
malnourished patients and to exclude resi-
due from the gastrointestinal lumen. Despite 
the widely claimed benefits which include 
the healing of fistulou tracts in Crohn's 
disease, there is unfortunately very little 
data to substantiate the claims made. 
Although the cost is less than parenteral 
nutrition it still works out to S4.00 per 1000 
calories or S 10.00 per meal of 2500 calories 
at wholesale prices! As with the elemental 
diets . the fashionable high fibre diets have 
been claimed to prevent hiatus hernia. carci-
noma of the colon , diverticular disease 
and also control the serum cholesterol and 
the blood sugar. The addition of fibre seems 
to be useful in the management of chronic 
constipation and the irritable bowel syn-
drome but there is hardly any objective or 
practical evidence to support the other 
claims. 
Finally diets have some sacramental bene-
fit. To quote Dr. Howard M. Spiro. ·faith 
has its mild gyrations but also its triumphs 
and the good physician should not put his 
trust in chemicals alone!" Provided the diet 
is balanced and the patient understands that 
a minor breach will not bring back or exacer-
bate the disorder. diet therapy can be bene-
ficial in the management of gastro-intestinal 
disorders. 
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Barbiturate and Benzodiazepine Abuse in the Elderly 
Introduction 
Drug dependency involving minor tran-
quillizers and sedative-hypnotics has been 
well-recognized as a problem among younger 
and middle-aged groups. What is not uni-
versally acknowledged is that these drugs 
are more frequently prescribed for elderly 
patients than for any other age group. Some 
estimates have concluded that patients over 
50 years of age receive 50% of the tranquil-
lizer-sedatives prescribed in the U.S. 
despite the fact that this group is much 
more likely to suffer adverse effects from 
these medications.2 
Defining Term: 
Drug Dependence: The World Health 
Organization has defined drug dependence 
as "a state arising from repeated adminis-
tration of a drug on a periodic or continuous 
basis .. , Drug dependence syndromes include 
the behaviour of taking a drug , experiencing 
intoxication of some degree , and placing 
drug use at a higher priority than many 
other routine activities. Drug dependency 
involves both psychological and physical 
factors. 
Psychological Dependence : This is a 
craving or compulsion on the part of the 
drug taker to use the drug repeatedly. 
Usage of the drug becomes a habit which 
may assume enormous importance to the 
individual. Drugs causing dependency are 
all medications which act on the central 
nervous system and which , in almost all 
cases, have some rewarding effect or element 
of positive reinforcement. In elderly patients 
these include relief of anxiety, tension or 
pain , production of euphoria, increased 
alertness or endurance and sleep. 
Physical Dependence: Some drugs when 
taken in large enough doses, over a prolonged 
period of time, will cause the individual 
drug user to develop a physiological disrup-
tive withdrawal syndrome when the drug is 
abruptly discontinued. Symptoms are 
abolished by a fresh dose of the drug. Drugs 
which may produce physical dependence 
include: opiates , barbiturates, benzo-
diazepines, ethanol and some non-barbiturate 
sedatives. The development of physical 
dependence is accompanied by the develop-
ment of tolerance. 
Tolerance : Tolerance occurs with the 
chronic use of any of the above drugs. 
Progressively larger doses must be taken to 
achieve the same degree of drug effective-
ness. Tolerance occurs by two mechanisms: 
the first is metabolic and the second, action 
on the target-tissue. 
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Metabolic Tolerance: Metabolic tolerance 
develops when the metabolizing or detoxi-
fication reactions, which are most commonly 
hepatic , become more active. Enzyme 
induction means that the dose of the drug 
must be continuously increased to achieve 
the same levels in the blood and the brain 
for the same period of time. It is most 
commonly seen with long-acting barbiturates. 
Metabolic tolerance is not felt to be the 
cause of physical dependence but, is simply 
the equivalent to taking a reduced dose. 
Target-Tissue Tolerance: The brain , or 
some other target-tissue upon which a drug 
acts, may undergo some adaptive change 
which tends to counteract or offset the 
effect of the drug. This compensation allows 
an apparently normal functional state to be 
maintained while the drug is present. When 
the drug is withdrawn, these adaptations 
give rise to a withdrawal syndrome. The 
withdrawal of the depressant effects of 
Table 1 
CVS/ diuretics 
Analgesics 
Therapeutic Class of Drug 
*Psycho tropics 
Metabolic/ endocrine 
Antimicrobials 
Respiratory 
Alimentary 
Other 
All Classes 
*Psycho tropics 
Antidepressants 
Neuroleptics 
Benzodiazepines 
Barbiturates 
Other sedatives and hypnotics 
drug. Since the withdrawal reaction is 
abolished with a fresh dose of the drug , it 
constitutes evidence of physical dependence 
on the drug. 
Drug Prescribing Patterns in the Elderly 
Two studies have illustrated that the use of 
barbiturates and benzodiazepines are com-
mon in the elderly. 
The first is a survey of the drugs prescribed 
in 1975 to elderly patients of a large general 
practice in Southampton , U.K. There were 
941 elderly patients (65+ years) who repre-
sented 14.6% of that general practice. 70% 
of those (659) consulted a physician at least 
once during the year.3 
The second was a comprehensive survey 
of drug prescriptions filled in Saskatchewan 
in 1976. Comparisons were made between 
the use by middle-aged people (35-54 years of 
age) and the use by elderly persons. All 
were residents in the general community, 
Drug Prescriptions 
Number % 
1741 25.6 
1123 16.5 
I 101 16.2 
91 7 13.5 
583 8.6 
526 7.7 
463 6.8 
358 5. 1 
6812 100.0 
133 12.1 
178 16.2 
529 48.0 
101 9.2 
115 10.4 
Miscellaneous including combined prescriptions 45 4. 1 
Total Psychotropics 
barbiturates , therefore , results in hyper-
excitability, insomnia, tremors, irritability, 
and in some cases, hallucinations and grand 
mal seizures. The severity depends on the 
degree of adaptive change in the nervous 
system , which, in turn , is dependent on the 
degree and duration of exposure to the 
1101 100.1 
not in hospitals or other institutions. The 
study included 102,070 individuals aged 65 
or older." 
Diazepam alone accounted for 56% of all 
psychoactive prescriptions in the elderly. 
Sedatives anti hypnotics were found to repre-
sent 15% of psychoactive drugs (felt to be a 
Table 2 
Psychotropic Drug 
Diazepam (Valium) 
Chlordiazepoxide (Librium) 
Flurazepam HC1 (Dalmane) 
Thioridiazine HC1 (Mellaril) 
Phenobarbital 
Secobarbital, Pentobarbital , Amobarbital 
Chloral hydrate 
low estimate) with barbiturates amounting 
to over one-half. 
Barbiturate Use in the Elderly Patient 
Barbiturates have enjoyed great popularity 
in the past. However, they are no longer 
recommended for general use in the elderly 
because of the increased sensitivity of the 
aged individual and the frequent adverse 
effC?cts which accompany use of this 
medication. 
Table3 
Commonly Used Barbiturate Preparations 
Name of Barbiturate 
Secobarbital (Seconal) 
Pentobarbital (Nembutal) 
Amobarbital (Amytal) 
Phenobarbital (Luminal ) 
Secobarbital + Amobarbital (Tuinal) 
The barbiturates have been largely sup-
planted by the benzodiazepines. In the past 
they have had numerous therapeutic appli-
cations which included :'0 
J. To allay anxiety and mental tension 
(small doses) 
2. To induce sleep 
3. Premedication before anaesthesia 
4. Anaesthetic (short surgical procedures) 
5. Anticonvulsant in epilepsy 
6. In psychiatric practice as a diagnostic 
aid and for treatment. 
Some authors have stated that barbiturates 
should never be used in elderly people 
except for epilepsy6 and there is almost 
universal support for discouraging their use 
as a hypnotic. 
Adverse Effects and Disadvantages 
Elderly patients, because of poor renal 
function and diminished brain reserve are 
especially susceptible to adverse effects 
associated with barbiturate administration. 
Irvine et al~ demonstrated that the plasma 
levels of amylobarbitone , 24 hours after 
administration of a single oral dose of 200 
mg amylobarbitone was significantly higher 
in a group of healthy old subjects when 
No. of Prescriptions 
per 1000 patients 
Average No. 
of 
Prescriptions 
per patient 
65+ 
Age Groups 
35-54 65+ 
444 
71 
48 
17 
41 
24 
8 
563 
92 
113 
86 
114 
108 
59 
3.7 
2.9 
5.3 
4.0 
3.8 
Chronic use of a barbiturate can lead to 
physical dependence and tolerance with the 
danger of a withdrawal syndrome. This 
tolerance is in part metabolic, through 
induction of the hepatic drug-metabolizing 
enzyme system and is also a result of an 
adaptive change in the nervous system 
which compensates with an increase in 
neuronal excitability. When an elderly 
patient has been taking barbiturates for a 
long time it is often difficult to persuade 
.... 
~ 
Length of Action 
Short 
Short/ intermediate 
Short/ intermediate 
Long 
Combination 
0.45 
0.40 Young group 
-a 0.30 
E 
~ 
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.. 0.20 
c 
s 
:e 
.. 
.D 
0 
:;:. 
~ 0.10 
Time (hours} 
them to stop the drug. Discontinuing it may 
cau e temporary nightmares and delirium. 
This is the result of a ·rebound' phenomenon 
associated with an excess of REM sleep. 
In elderly patients, low doses may first 
remove the selective inhibitory influence of 
the reticular formation leading to an 
exacerbation of nocturnal restlessness or 
cause excitement leading to delirium. Normal 
doses produce sedation but can also result 
in decreased mental acuity, slowed speech 
and emotional liability. The prolonged 
plasma half-life found in elderly patients may 
result in a hangover effect with confusion 
and ataxia. Chronic use may lead to a clinical 
picture resembling dementia with intellectual 
impairment, slurred speech and an unsteady 
gait. This is thought to be the result of an 
accumulation effect. 
Mild overdose may produce ataxia, dip-
lopia , nystagmus , difficulty in accom-
modation, vertigo and a positive Rhomberg 
sign. Severe overdose is a real danger with 
barbiturates. It may be the result of a 
suicide attempt or it may occur in forgetful 
old patients who cannot remember when 
they took their last pills. Respiratory failure 
may be caused by barbiturate depression of 
the medullary centre for respiratory control. 
Induction of hepatic microsomal enzymes 
may accelerate the biotransformation of 
many other drugs. 
Ab tinence Syndrome and Withdrawal 
A withdrawal syndrome can be very dan-
gerous with barbiturates in the elderly. 
Early symptoms of weakness, restlessness 
and insomnia may progress to nausea, 
vomiting, abdominal cramps, hyperthermia, 
confusion and eventually major convulsive 
seizures. Agitation and hyperthermia may 
lead to exhaustion and cardiovascular 
collapse. 
0 4 8 12 16 20 24 0 4 8 12 16 20 24 
Figure 1 
Plasma levels of amylobarbitone at 4 and 24 hours after administration of a single oral dose of 
200 mg amylobarbitone to a group of young and elderly subjects. The difference in the 
plasma levels at 24 hours is significant at the 5% leveLS 
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Hospitalization is advisable for withdrawal 
An objective determination of the barbiturate 
dose or level of tolerance should be made. 
Pentobarbital is given in increasing incre-
ments until clinical symptoms are observed. 
This serves as the baseline dose. The dose is 
then tapered over the next I(} 14 days. 
Benzodiazepine Use in the Elderly 
Diazepam and Chlordiazepoxide account 
for over 50% of all psychotropic drugs 
prescribed." Some estimates have concluded 
that patients 50 years or older receive over 
50% of the tranquillizer-sedatives prescribed 
in the U.S.3 Almost 20% of anti-anxiety 
drugs prescribed were for senility or related 
disorders.• Commonly used preparations: 
Diazepam (Valium), Chlordiazepoxide 
(Librium), Oxazepam (Serax), Flurazepam 
(Dalmane), Lorazepam (Ativan) and Nitra-
zepam (Mogadon) (Available in Britain). 
Clinical Indications 
In the survey of 941 elderly patients in a 
general practice in Southampton, U.K. 
during 197S, previously quoted, the clinical 
indications for prescribing benzodiazepines 
were noted3 as illustrated in Table 4. 
Table4 
Psychological* 
Organic+ 
Use 
• 
• 100 
10 
.. 
10 lO lD 40 50 .. 10 10 
Figure 2 
Correlation of half-life of diazepam with age. Each symbol represents one of the 33 normal 
individuals • non-smokers • smokers (more than 20 cigarettes/ day).7 
No % 
87 40.S 
8S 39.S 
on-Specific (dizziness, malaise, pallor, headache) 28 13.0 
elderly subjects made significantly more 
mistakes in this test after a single oral 10 mg 
dose of nitrazepam than did the young 
group despite the fact that the plasma 
concentration and half-life of nitrazepam 
were essentially the same in both groups. 
They concluded that the difference in 
response was due to an increased sensitivity 
of the aging CNS to the effects of nitrazepam 
(Figure 3). Social (Bereavement, marital breakdown, hemiplegic spouse) IS _1.:Q 
P ychological Indications• 
Anxiety 
Insomnia 
Depression 
Drug Habituation 
Other 
32 
29 
IS 
Pharmacokinetics and Pharmacodynamics 
in Elderly 
Elderly patients demonstrate an increased 
responsiveness to the central nervous system 
effects of benzodiazepines. There are a 
variety of factors which should be considered. 
1. Increasing HaH-Ufe with Age 
Klotz et aP demonstrated that the half-life 
of diazepam increased from twenty hours at 
age 20 to ninety hours at age 80. They 
studied 33 individuals aged 15-82 who were 
given an intravenous bolus of 0.1 mg/kg or 
an oral dose of 10 mg diazepam (Figure 2). 
2. Accumulation Effects 
Diazepam, Chlordiazepoxide and Fluraze-
pam all form active metabolites which may 
result in an accumulation effect. Flurazepam 
(Dalmane) is metabolized to an active 
chemical, desalkylflurazepam, which has a 
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Organic Indications+ 
Cardiovascular 
Alimentary 
Respiratory 
Musculoskeletal 
Other 
214 100.0 
24 
21 
16 
14 
10 
8S 
long half-life (47-100 hours). Diazepam is 
also metabolized to an active metabolite 
desmethyldiazeparn, which is detected and 
reaches peak concentrations later in the 
elderly individual. igbtly administration of 
these drug results in accumulation of the 
slowly eliminated active metabolite. This 
may eventually result in confusion, drowsi-
ness and ataxia in elderly patients. Greenblatt 
et al showed 39% of those aged 70 years or 
older who received 30 mg flurazepam 
experienced adverse reactions. • Oxazepam 
and lorazepam form inactive metabolites 
and avoid these difficulties. 
3. Increased Target-T' ue Sensiti"Vity 
Castleden et al' compared the effects of a 
single 10 mg oral dose of nitrazepam with 
those of a placebo in healthy young and old 
subjects. A psychomotor test was used to 
assess the degree of CNS depression. The 
400 
300 
200 
100 
0 
No of 
Mistakes 
Made 
NITRAZEPAM X 
PLACEBO X 
X----
OLD 
NJTRAZEPAM e'-....... Vf' 
X 
~UNG 
PLACEBO e ----- : =--.:::.=.. e 
12 36 60 
Figure 3 
Total number of mistakes made in the 
psychomotor test by each age group after 
nitrazepam ( 10 mg) and placebo.' 
Abuse and Dependency 
Benzodiazepines characteristically produce 
a marked physical dependence of the 
barbiturate type with a similar abstinence 
syndrome. Abrupt withdrawal from a ben-
zodiazepine given in moderate doses 
(Diazepam 15-45 mg daily, Chlordiazepoxide, 
45 mg daily) may be followed by insomnia , 
anxiety , trembling , faintness, sweating , 
headache , anorexia, nightmares and even 
withdrawal seizures.8 Withdrawal seizures 
occur late, up to one week after discontinuing 
the drug. Often , benzodiazepines are ori-
ginally prescribed for anxiety and related 
symptoms and when these symptoms are 
reported one week after the drug is stopped , 
they may be mistaken for signs of recurring 
illness rather than withdrawal effects.8 
Because of the difficulty withdrawing from 
benzodiazepines they become overused and 
overprescribed. 
Spec.ific Adverse Effects 
1. Confusion, particularly in susceptible 
elderly patients with already compro-
mised cerebral function. 
2. Fatigue, drowsiness and muscle weakness 
which may contribute to immobility. 
3. Nystagmus, ataxia and dysarthria with 
further toxicity. 
4. Hostility and violent behaviour may 
occur in certain patients as suppressed 
behaviour is released from inhibitions. 
5. Exacerbation of paranoid thoughts in 
schizophrenics. 
6. Increase in suicidal thoughts in depressed 
patients. 
7. Gradual and progressive intellectual 
deterioration and personality change have 
been related to chronic use of benzo-
diazepines in conventional therapeutic 
doses. Older patients who use benzo-
diazepines in combination with other 
psychotropic drugs, including alcohol , 
may undergo subtle but serious CNS 
effects which are reversible when the 
drug is stopped. 
Recommendadons for Use in Elderly 
1. Must be used cautiously , if at all, in 
elderly patients. 
2. Avoid in patients with depression or a 
history of alcohol or drug abuse. 
3. Do not prescribe for long-term manage-
ment of chronic anxiety. A small amount 
of mellaril or similar neuroleptic is equally 
effective in treating acute anxiety and far 
superior in chronic anxiety. 
4. If a benzodiazepine is to be prescribed, 
oxazepam (Serax) is recommended 
because of its short half-life (3-8 hours). 
Its main indication is insomnia. 
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Physician Management of Undiagnosed Illness 
Despite awareness in both the clinically and 
technically diagnostic aspects of medicine, 
family physicians and specialists alike are 
frequently confronted by the realization 
that they can find no organic (or functional) 
entity that will adequately explain the 
patient's symptomatology. Assuming physi-
cian competence, there may be several 
reasons for this: 
1) The symptomatology of the disease is 
being masked by other factors (i.e. 
medications, concurrent iUness, social 
factors .. . ). 
2) The disease process is not far enough 
advanced to .. present itself:· 
3) The disease is rare and has not been 
considered or investigated adequately. 
4) The entity is truly "idiopathic." 
There are others undoubtedly. 
From the e can de derived alternatives 
of physician management of the patienfs 
problems. Invariably a thorough history 
and physical examination will suggest 
concurrent illness which might confuse a 
diagnosis. 
Regarding the second alternative, the 
physician can call upon the great healer, 
time, in order to reassess the situation. The 
problem here lies in the possibility that a 
serious disease will present itself, in which 
case the delays in the onset of treatment 
may delay or negate the efficacy of such 
treatment. It is valid, therefore , to have to 
rule out potentially life threatening illnesses 
before giving over to the "time will tell" 
philosophy in medicine. 
This brings us to point three, where there 
exists great controversy among doctors as 
to the endpoint of investigations which 
produce no abnormal results. Some say that 
this is where medicine becomes .. art," and 
not everyone associates the same art. 
Lengthy medical investigations are costly, 
both monetarily and with regard to patient 
time. Whether we like it or not medicine in 
the near future will become more cost 
conscious with the emphasis being placed 
on cost effectiveness. And justifiably so. 
Patient time is valuable as well. (There is 
only one thing I can tolerate less than 
someone wasting their time; that's someone 
wasting my time.) If a patient is not preturbed 
by a prolonged hospital stay, consider the 
possibility of secondary gain to the patient 
from hospitalization (e.g., missing exams, 
holidays from a broken home situation, 
etc ... ). 
Too frequently incompetent (at least 
insecure) physicians use the availability of 
sophisticated investigational procedures as 
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an excuse to investigate in a ··shotgun" type 
approach. It should be the clerks, interns, 
residents and especially the patient's duty to 
question seemingly extraneous investiga-
tions. The justification for a procedure 
should stem from the patient's history, 
physical signs and symptomatology which 
should sugge t some likelihood of finding 
an abnormal result rather than looking for 
abnormal results at random and then trying 
to rationalize them. Differences in opinion 
may still prevail after a justification for a 
procedure has been given, of course. A final 
word on procedure justification; practising 
medicine empiricaJJy (''fm doing this because 
it worked for me on the last patient") is 
simple because it eliminates logic , may be 
effective, but is not without its potential 
pitfalls. 
Finally we come to a point in time where 
all the physician has in his armament is a 
grab bag full of blanks. The value of honesty 
in the doctor-patient relationship cannot be 
$65.00 
by Ron Long, Meds '82 
overstressed on this occasion. Once the 
patient has been told that the likelihood of 
serious disease is remote, and that further 
investigation is not presently warranted (the 
length to which a physician will investigate 
a patient's problems should ideally be 
discussed with the patient prior to the 
initiation of investigations), the physician 
should confess his/ her ignorance with the 
following options: 
I) That the patient function to the best of 
his/ her ability and seek medical attention 
should there be a change in the patient's 
condition. 
2) That the patient be referred to a (or 
another) specialist for appraisal . 
Physician management of undiagnosed 
illness is an acquired skill which fortunatdy 
or unfortunately, follows the tongue in 
cheek law of continuing education : 
1) Good judgement comes from 
experience; 
2) Experience comes from poor judgement. 
$65.00 
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Tachycardia '81 
Once again the January blues got a week of 
reprieve as thousands of discriminating lovers 
of culture were amazed, astounded and 
sometimes even entertained at Tachycardia 
'I. 
This year's show was hosted by a variety 
of guest stars including a punk band from 
Britain , Ma and Pa "Be Bop" Carter, Eartha 
Katt and the multi-talented Guido Bassolini 
in a return engagement. 
The rehabilitation group started off the 
show with a new tum to an old tale in 
"Oliver Twist-ed". The audience went 
bananas over the Dental Orphans and , as in 
all good stories, our hero and the forces of 
truth , justice and reconstructive surgery 
won out in the end. 
Meds '84 followed with "Agent 86 Goes 
to Medical School" starring the redoubtable 
Hungwell (sorry about that) Smart. This skit 
portrays the valiant efforts of our man as he 
battles the devious Dr. Ziegfried in his plot 
to "defrock" the latest crop of medical 
students. With the aid of such gadgets as the 
bone phone and the absolutely indispensible 
(O.K., would you believe somewhat helpful) 
condom of silence, the Man called Insipid 
beats Dr. Ziegfried at his own game proving, 
I suppose, that you just can't keep a good 
man down! 
Meds '83 put the bite on the crowd with 
their version of the spine-tingling classic 
The Chief of Surgery culling up. 
"Docula" in which the evil Count, with his 
trusty companion Rigor, searches for the 
woman of his dreams, a sweet damsel as pure 
as the driven snow. He is, however, thwarted 
by the elusive Virginia, a nice girl but a trifle 
"over protected". Docula soon finds that 
breaking up is, indeed, hard to do, especially 
with a Copper 7 in your left ventricle. A 
special Best Jewish Mother of the Year 
award goes to Irv Siegel for his inspired role 
which , rumour has it, he learned at his 
mother's knee. 
The nurses opened the second half of the 
show with "The Medical Horror Picture 
Show", a skit which might just bring garter 
belts back into fashion (co-ed even!). This 
sketch pointed out the qualities important 
in the Perfect Nurse. The only thing I think 
they left out was a warm bedpan! 
The Class of '82 told a tale of power 
struggles, honour, death , and other terrific 
things in Japan with the story of "Big Gun". 
Although the costumes and set were out-
standing, the world will not soon forget the 
climax of this production involving a duel 
between the Honourable Chief of Surgery 
and Less Honourable Chief of Medicine 
(Wat-San). For all we know, Clerk John 
Blackhead may still be chained to his beeper 
with the five mile radius and may still be 
humming "Turning Japanese". 
This year's graduating class produced a 
very professional musical skit, "The Blues 
Doctors," which deservedly won top honours 
for best production. The plot is centred 
around two "doctors" (and I use the term 
loosely) Jake and Elwood, and their need to 
raise SS,OOO to avoid being forcibly removed 
from the faculty of medicine by the Mean 
Dean. Their plan is to perform brain surgery 
on the great Swella Obese, collect the 
reward (which also just happens to be 
SS,OOO) and stay in school. Needless to say, 
the good guys triumph and Swella lives to 
sing another day. Ali-in-all a fast-paced and 
well-performed skit by the Class of '81. 
Two other groups of people must be 
mentioned for their roles in the show. First 
is the Tachy Band which keeps getting 
better and better; this year they did an 
outstanding job of entertaining before the 
show and at intermission. The second group, 
although performing only on Friday night, 
left a lasting impression with everyone who 
saw them. Every five years, Dr. Meltzer and 
the boys get together to tell a few jokes, 
dress up in their best clothes, and drink a 
few litres of the best at Tachycardia. Well, 
by Barbara Crisp 
Sha1•ing cream or . .. the rea/thing. 
1981 just happened to be year number five 
and , regular as the spruce budworm, there 
they were again. Despite their advancing 
years, all managed to get on stage unassisted 
and most even remembered some of their 
lines! 
Tachycardia '81 was a tremendous success. 
It was the result of a great effort by many 
people, several of whom were never seen by 
the audience, including Murray Asch, Steve 
Florence, Steve Bodley, Tim Lau, Sandy 
Carey, Richard Yu, the make-up girls and 
the ushers. Many others deserve special 
recognition , but in particular I would like to 
thank the producer of this year's show, the 
dedicated and very talented Mark Carey, 
for making sure that everything ran smoothly 
and for being a pleasure to work with and to 
know. 
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Big Gun. 
~ Dr. Meads ordering 5 beers. 
BigGun. ~ 
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Scholarships and Prizes 
First Year Medicine 
1. The Verda Taylor Vincent Scholarships 
- (highest standings in first year) 
1st prize: RAMIRO ARELLANO 
2nd prize: CATHERINE HAYWARD 
3rd prize: JO-ANNE SMITHERS 
2. The J. B. Campbell Memorial Prize in Physiology 
RAMIRO ARELLANO 
3. The Alan C. Burton Prize in Biophysics 
RICHARD PEARCE 
4. The M.D.S. Health Group Ltd. Prize in Pathology 
CATHERINE HAYWARD 
5. The Hippocratic Society A ward in Anatomy 
KASSEMASHE 
6. C. V. Mosby Company Scholarship Awards 
Biochemistry - DAVID DOUGHERTY 
Histology - KASSEM ASHE 
Microbiology - JULIETTE GIS PEN 
7. The Lange Awards 
TERESA ROMANO 
CLAIRE McKEOW 
Second Year Medicine 
1. The Rachel Slobasky Kaplan Scholarship 
- (highest standing in second year) 
ELIZABETH HELLER 
2. The Alexander Hotson Memorial Scholarship 
- (second highest standing in second year) 
ALANBEN ETT 
3. The Martin and Mary LeBold us Scholarship 
- (most promising clinician) 
ELIZABETH HELLER 
4. The Upjohn Achievement Award in Pharmacology 
ALA BEN ETT 
5. The Merck , Sharp and Dohme Awards in Therapeutics 
1st prize (tied ): ANCY CULLE 
BRIANFEAGA 
2nd Prize : ELIZABETH HELLER 
6. The Ciba Collection of Medical Illustrations 
WILLIAM DAWSON 
7. The Dean Russell Prizes in Neuroscience and Mind 
ALA BE ETT 
ELIZABETH HELLER 
. The Ontario Medical Association Prize in Preventive Medicine 
KATHERI EPATO 
9. The M.D.S. Health Group Ltd. Pathology Prize 
ELIZABETH HELLER 
10. The Rowntree Prizes in Medical History (3) 
1st Prize: BRUCE SAUNDERS 
2nd Prize: MARK THIBERT 
3rd Prize: ALAN BEN ETT 
11 . The Lange Awards 
STEVEN PATTERSON 
MICHAELROGELSTAD 
Fourth Year Medicine 
1. The Medical Alumni Gold Medal 
- to the student graduating with the highest aggregate marks 
during the full course (4 years). 
CHRISTINE EVELYN WEBSTER 
2. The Alpha Kappa Kappa Gold Medal 
- to the student with the highest standing in the final year. 
ANTHONY MICHAEL JEVNIKAR 
3. The Dr. F. R. Eccles Scholarship 
- to the student obtaining the highest standing in the final 
year. (Awarded 1-10 years after graduation for Postgraduate 
study outside of Canada.) 
ANTHONY MICHAEL JEVNIKAR 
4. The Dr. GlenS. Wither Memorial Award 
- to the final year student demonstrating the highest attributes 
of the physician - integrity , concern for the patients, 
compassion, and a devotion to the profession. 
ROSEMARY PAULA DANIELLI 
5. The Robin Middleton Memorial Award 
- to a student who has been of moral worth , who has con-
tributed to the life of the medical students and who shows 
promise of being an outstanding practicing physician. 
GEORGEEDWARDLOUGHEED 
6. The John William Rohrer Memorial Award 
- to the final student who has contributed the most significantly 
to the improvement of the quality of all aspects of the lives of 
the undergraduate medical students - academic, social and 
personal. 
MARK STAFFORD CAREY 
7. The Class of '55 Prize 
- to the student showing outstanding promise in the practice 
of Clinical Medicine. 
GAIL ELIZABETH DARLING 
8. The Kingswood Scholarship 
- for general proficiency. 
ANTHONY MICHAELJEVNIKAR 
9. The Class of 1917 Prize 
- to the student keeping the best case records on patients on 
the wards and in the out-patient departments. 
PETER WING CHEUNG KWAN 
10. The Roche Scholarship 
- based on proficiency, progress and leadership in the final 
two years. 
JAMES THOMAS WATSON 
11 . The Lange Awards 
- to each of two outstanding students. 
MARIA JULIANN A MAYER 
FELICE EMILIO RAIMONDO 
12. The R. A. H. Kinch Prize in Community Medicine 
- to the student demonstrating the greatest competence in the 
community aspects of medicine. 
RUTH MARIE McMANUS 
13. The Dr. Fred N. Hagerman Memorial Prize in Surgery 
- to the student showing the greatest merit in Surgery during 
third and fourth years. 
INGRID AN IT A HARLE 
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14. The Radiologists of Western Ontario Award in Diagnostic 
Radiology 
19. The Dr. Archibald McCausland Memorial Prize in Psychiatry 
-to the student achieving the highest standing in Psychiatry. 
TRACEY DA W ULLERICK - to the student showing the best standing and achievement in 
Diagnostic Radiology throughout the medical curriculum. 20. The ational Council of Jewish Women Award in Obstetrics 
and Gynaecology DO ALDHENRYTAVES 
15. The J. B. Campbell Memorial Scholarship in Medicine - to the student showing the greatest merit in Obstetrics and 
Gynaecology during third and fourth years. - to the student obtaining the highest marks in Medicine and 
Clinical Medicine in the final year. ROSEMARY PAULA DANIELLI 
DIA E MARY ENSING 21. The Horner Medal in Ophthalmology 
16. The John C. Rathbun Memorial Prize in Paediatrics - to the student showing the highest proficiency in Ophthal-
mology. - to the student achieving the highest standing in paediatrics 
in the third and fourth years. DIETER BRUCKSCHWAIGER (Silver Medal) 
RI CHARD BRUCE EDINGTON 22. The Horner Medal in Otolaryngology 
17. The Ivan H. Smith Memorial Prize 
- to the student demonstrating outstanding interest in Radiation 
Oncology. 
- to the student showing the highest proficiency in Otolaryn-
gology. 
GEORGE EDWARD LOUGHEED (Silver Medal) 
ANGELA KATHLEEN CULLEN 
18. The Abbott Prize in Anaesthesia 
- to the student showing outstanding interest in the specialty 
of Anaesthesia. 
CHRISTI E EVELYN WEBSTER 
Interview: Dr. Daniel Drake 
This article was taken from the University of Cincinnati Newsletter Medical Center Libraries 
We have a rare privilege this month in 
bringing you an interview with Dr. Daniel 
Drake. Dr. Drake, who has not been inter-
viewed publicly for many years, is well known 
as the founder of both the University of 
Cincinnati College of Medicine and Cincin-
nati General Hospital. He is the author of 
many books and articles including A Picture 
of Cincinnati and A Systematic Treatise 
on the Principal Diseases of the Interior 
Valley of North America. Dr. Drake received 
his medical degree from the University of 
Pennsylvania and has been on the faculty of 
the Medical College of Ohio, Transylvania 
University, Louisville Medical Institute, 
and the Medical Department of the Univer-
sity of Cincinnati. Perhaps his most important 
contributions to medicine have been in the 
field of medical education. The interviewer 
is Dr. Charles A. Isetts, Head of the History 
of Health Sciences Library and Museum. 
Interviewer: Dr. Drake, since you began 
your study of medicine without benefit of 
much formal education, what do you think 
of the educational background of a prospec-
tive medical student hould be? 
Dr. Drake: I've said in my writings that a 
majority of our students of medicine, 
particularly those of the West, enter upon 
their pupilage with the most incomplete 
education. For all such there is no alternative, 
but to cultivate the elements of literature 
and science during their medical pupilage, 
or to remain superficial scholars throughout 
their lives. I regret to say, that the majority 
choose the latter. Among those areas to 
which students should devote a portion of 
their studies are English Grammar, the Art 
of Composition, the Outlines of History , 
Mathematics, Natural Philosophy, and the 
Latin and Greek languages. 
Interviewer: How much time per day do 
20 
you think medical students should devote to 
their studies? 
Dr. Drake: A safe answer would be 12 
hours. Thi would give seven for sleep, two 
for meals, three for exercise, labour and 
society. The last of these divisions is abridged 
by some and lengthened by others; but in 
general is profitless to all. 
Interviewer: Given the discipline problem 
that is endemic throughout American school 
systems could you comment on decorum in 
the medical lecture room? 
Dr. Drake: Disorderly conduct and noise, 
in the lecture rooms, are great drawback 
on improvement. The idle and unambitious 
are , generally the instigators of this con-
fusion; which should be met and put down, 
by the public sentiment of the class, in 
conjunction with the moral power of the 
professor. The practice of cutting the 
benches and otherwise marring or eviscerat-
ing the room, should be punished, as a 
depredation , while the class should frown 
upon it, as puerile, and unfavourable to 
rapid improvement; which cannot fail to 
transform a beautiful and well-ordered 
apartment, into a scene of dirt and desola-
tion. In short, students should be gentlemen 
in the lecture room, as well as the drawing 
room; and consider it discreditable to 
abandon themselves to levity, mischief, and 
idleness; all of which are not less at variance 
with propriety than improvement. 
Interviewer: You have written on ways in 
which medical education could be improved. 
Could you name several? 
Dr. Drake: Two of the most important 
would be lengthening the session to at least 
five months, and requiring that at least four 
year should elapse, from the commence-
ment of the pupil's studies, until his gradua-
tion. Also, there should be, in every medical 
school, a series of Sunday morning di -
courses, by one of the professors, on the 
morale of the profession, and the virtues 
and vices of medical men, embracing their 
duties to their parents, and a system of 
medical ethics. 
Interviewer: Could you also comment on 
how the professors could improve them-
selves? 
Dr. Drake: A dull lecture is a great evil. 
Politeness may reconcile the majority of the 
class to such a lecture, but it falls dead born 
from the lips of the professor. Resorting to 
early and sound sleep is usually the best 
recourse, under such a calamity. 
Interviewer: As a final question Dr. 
Drake, what advice would you give the 
young physician? 
Dr. Drake: The young physician must 
both review and extend his professional 
studies. Previous to graduation, the most 
industrious student can study but a small 
part of the books, which are current in the 
profession. The study of retrospective 
medical literature is also appropriate. By 
studying the past the student will be able to 
trace the established principles, through all 
their modifications, to their sources, perhaps 
in a remote antiquity. He will, at every step, 
amass important but neglected facts. He 
will be taught how to think. Finally, his 
mind will be enlarged and liberalized, by an 
acquaintance with the revolution which the 
science has undergone. 
Daniel Drake was born in New Jersey in 
1785 and died in 1852. His words, with some 
slight liberties, were taken from Practical 
Essays on Medical Education, Cincinnati, 
1832; a copy of which can be found at the 
History of Health Sciences Library and 
Museum. 
Depression Today 
Confident Clinical Office Management 
SCIENTIFIC PROGRAM: 
DEPRESSION TODAY is a learning system for continuing medical education . Its broad goal is to help 
physicians gain the knowledge needed to provide quality care to patients with depression. 
Highly practical in concept , the system focuses on depression issues that are directly applicable to a 
physician 's everyday clinical practice. 
This program incorporates film presentations and monographs having self-evaluation tests. 
PART 1: RECOGNIZING AND DIAGNOSING DEPRESSION- 30 Minutes 
This unit provides a practical approach which can be integrated into the routine interview and the 
examination of patients. 
PART 2: MANAGING THE ACUTE EPISODE AND FOLLOW-UP PHASE - 30 Minutes 
In this unit, physicians learn how to treat depression using currently accepted pharmacotherapy and 
psychotherapeutic measures. 
PART 3: SPECIAL CASES IN THE PHARMACOLOGIC MANAGEMENT OF DEPRESSION - 30 Minutes 
This unit , of particular interest to psychiatrists as well as to other physic ians, deals w ith 
pharmacologic management of the more complex cases of depression. 
ACCREDITATION: 
The College of Family Physicians of Canada has confirmed its approval gran t ing study cred its for 
Depression Today. Depression Today is categorized as " Independent Learning Experiences- Approved". 
_ Merreii-T_H_E_w_M ___ s __ M_E_R _RE_L_L_c_o_M_P_A_N_v_ 
790 Arrow Road, Weston, Ontario 
To schedule one of these accredited Merrell programs 
for your next meeting CALL OR WRITE 
TIM BOYCE 
188 King Edward Ave. 
London 
681-8044 
Merrell Medical Specialities include 
AVC, Bendectin, Bentylol, Cepacol, Cepastat, Diothane Ointment 
Norpramin, Tace, Tenuate, Chronulac, Cephulac 
DEAN RUSSELL LIMITED 
DR G A D URGICAL SUPPLY 
LONDO • ONTARIO 
Drug Division 
264 DU DAS STREET 
PHON E ( 5 9 ) 434-4565 
Surgical Division 
187 HYMA STREET 
P HO E ( 5 19 ) 433-9268 
RENTAL 
PHYSICIAN DIVISION 
NEEDS -
• Lab Coa s • 
Whee lchairs 
• Blood Pres- • a lkers 
sure Se s 
• Microscopes • 
Crutches 
• Stethoscopes • Baby 
• Dissecting 
Sca les 
Kits 
• Oxygen 
• Diagnostic Equipment Sets 
• Needles • 
Suction 
Machine 
• Syringes 
• Ga uze, • Hospital Etc. Beds 
HOME CARE NEEDS 
Urinals - !neon inen Pans -- Os o y Supplies Texas 
Catheters - Bedside Bags !neon inen Pads Elast ic 
Stockings Knee rist. Elbo and An le Braces Body 
Belts - Back Braces - Cervica l Collars - Commodes -
Everest & Jennings Wheel Chairs and Accessories Crutches 
Canes - Walkers - Geriatric C airs - Eleva ed Toilet Seats 
Grab Bars - Ba h Tub Rails Ba Tub Sea s Air 
Cush ions - Hospital Beds 
WEEKDAYS 8:30- 5:30 SATURDAYS 9- 12 
